A case is reported of a young man with hypopituitarism but no initial evidence of tumor who had several episodes of recurrent aseptic meningitis. At operation an abscess within a craniopharyngioma was drained and tumor tissue removed. After several postoperative episodes of meningitis the patient recovered. A review of four comparable reports is presented.
the floor of the sella turcica. Neither the pneumoencephalogram nor the carotid angiogram showed any significant abnormality. However, examination of the lumbar cerebrospinal fluid (CSF) revealed 84 cells/ml (93% lymphocytes) and 150 mg% of proteins with positive globulin reactions. The hypopituitarism and meningeal reaction were treated symptomatically with hormones and antibiotics. However, the meningeal irritation continued intermittently for several months. Hyperthermia, headaches, vomiting, neck rigidity, and other meningeal signs were the main features of these episodes, which were not modified by the antibiotic therapy. Diabetes insipidis was also present but was controlled by Pitressin. Several general examinations including eye, ear, nose, and throat failed to demonstrate a septic focus. The CSF showed a progressive increase of cells and proteins but without any evidence of microorganisms (Fig. 1 eye, while he could only count fingers with the right eye. He had a bitemporal hemianopsia, and the optic discs were pale. Pneumoencephalography now demonstrated a large mass in the sella occluding the basal cisterns and displacing the anterior part of the third ventricle upward (Fig. 2) ; at this time there were only 12 cells/mL but the protein content was still 130 mg%. Operation. On February 23, 1970, the chiasmatic region was exposed through a right frontal craniotomy. The arachnoid showed signs of reaction. In the sella there was a protruding mass compressing the optic chiasm; thick pus was released by incision of the capsule. Solid tumor tissue was removed with the capsule.
Histological Examination. Study of the removed tissue demonstrated a typical craniopharyngioma (Fig. 3 ). In the bacteriological study of the pus, no organisms could be identified.
Postoperative Course. The immediate postoperative period passed without any complications. Examination of the CSF 10 days after operation was negative. Two months after the operation there was another episode of meningeal inflammation; 1600 cells/ml and 320 mg% of protein were present in the CSF (Fig. 1 ). Intensive treatment with antibiotics and corticosteroids was reinstated. New clinical and radiologieal searches for a focus of infection were unrevealing. Gradually the patient improved although the increase of cells and proteins in the CSF continued for some months. At examination 14 months after the operation (April, 1971) there were no symptoms of meningeal irritation; the CSF then showed 7 cells/ml and 100 mg% of protein. Vision had improved. The patient remained on replacement hormone therapy. No further signs of meningeal irritation have appeared since, and the CSF has not shown an increase of cells. Due to visual deterioration, headaches, and hypersomnia, a second operation was performed (December, 1971 
There are two other examples of craniopharyngiomas with abscess formation reported. Riser, et al., 7 described a case with an episode of meningeal irritation lasting for 3 months, which receded with antibiotic therapy. Several months afterward, due to the development of visual impairment together with sella destruction, the patient was operated on and was found to have an abscess within a craniopharyngioma. In the patient cited by Montrieul, As far as we know, our case is the sixth reported of a histologically verified pituitary tumor associated with a pyogenic abscess. Three of the cases had pituitary adenomas and the other three craniopharyngiomas. The main features of these six patients are summarized in Table 1 .
In the cases of Asenjo I and Montrieul, et al. 2 there was no evidence of infection and the pituitary abscess was found at operation; in the other four patients the symptoms and signs of meningeal infection came first and the pituitary tumor was recognized later at operation 7,8 or necropsy?
The infection may be very acute, developing in the course of a few days as a fulminating meningitis 9 or related to infection of the cavernous sinus, s On the other hand, the meningeal infection may follow a more subacute or chronic evolution as in the case of Riser, et al., 7 and in our own. In our patient, who had a definite hypopituitary syndrome, we discovered the meningeal infection accidentally. This pattern has been also emphasized by Emile 1,8,9 In the other three no such evidence for localized infections was found, but this does not mean that they did not exist; 6 the difficulty of recognizing infections of the sphenoidal sinus as the cause of a cavernous sinus syndrome or pituitary abscess has been emphasized. 3 The prognosis in patients with this association of pituitary tumor and abscess is very unfavorable; three of the six died and two had postoperative meningitis.
